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- nitial Assessment of Patient / Diagnosis
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- Plan of care counter signed by the Consuliant

- Treaiment Orders - Date, Time, Name & Sign.

- Mecﬁca‘i:ion Ordlar / Drug Chari - Date, Time, Name & Sign.

- Vital Signs Chait (TPR Chary)
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- Blood Transfusion if done

- rligh Risk Procedures
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Medway Hnspitals®

The way to better health

(A Unit of United Alliance Healthcare Pyt Ltd) ADMISSION SLIP

'Everg heart begat counts

Admitting Doctor: Ty, <V © €l 1 4ot [ Speclality: ("~ o Ao nay
Advised Date & Time: } 9 / , / 2 A . g -

Provisional Diagnosis:

D J/\/. W’S.puMCTZené

= veleb
Hanl. _
Reason for Admission: || Medical Management [] Surgical Management
' Lt Others (please specify details) l '
\dmission Type: [ Joay care [_|ER [ 1ward
[1icu {Specify details)

Surgery / Procedure Name (if planned):

Blood Product Requirement: [} No [ ] Yes (Kindly specify details of components required in space below)

Expected Duration of Stay:

Expected Cost of Treatment (as per Financial Counseling Form):

Payer: [ | Self []nsurance [ Jethers: sy

Instructions to Nurse (if any):

v ot

Lt e

-—

parts [P

PN

Any other Instructions (if any):

Doctor’s Signature Name Reg. No. Date Time

Lf’ _D(/*/ . En—*—u-".-- t%/"f”-(’ . a\\ il W,\’ﬁc
\




For admission desk staft only:

Room Category: [_| General Ward )
[] Single Room
[] Twin Sharing
[] Deluxe Room
[ Suite Room

[SHothers y -

Admission intimation Receipt Details I ' - Admission Time in HIS
Date Time Date . Time
|4 (0133 |1 Lot 0373
Lg\] - 1 g\ :

Source: B’ﬁD
[] er
D Direct

To be filled only if Blood requirement specified by the Doctor:

Is Blood Reservation and Blood Bank clearance completed as advised: [ | Yes %

Emp. No. Date A Time

Front office Staff Signature | Name ’
Jc’bZJLJ [&2 ;3333 LOU k2 oz \%\‘\7/ 19:33[
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Where heort beat never stops...,

ADMISSION FORM

‘E]ﬂ{)roved

[0 Unchanged

O Against Medical Advice
O Absconded
O Transferred to

Marital Status Full Address =2_3 & b T /<S"f'\"e°—"* e < Telephone Number
kalyanaPunam  yyagarPRar 8668126575

Occupation

2o
Referred from Date of Tlme ofAdmission Date & Time of Discharge Total No. of Days
Dy TS 18- lD a3 Wl @ .= & hos
UNIT MLC [J Yes [FTNo  IfYesARNo.:

FINAL DIAGNOSIS ICD Code
{

(olo MRy ApHERY  PYiAsE _—
severet 1v. WSINCGHON TTo. |
K)etEM & MY EAENS o) Tie
YPE T DIAREFES  MNELLITUA S1.9

OLD ryn ~)EP1 Lodunan  IMAeet[d]oor 3] TEd. 4
DATE OPERATION / PROCEDURES ICPM Code
. — ~ 88 . _g'o
- ( y o
I\\E\M fORONARY AN GIOCRAIM  pON
0
DATE TYPE OF ANESTHESIA
[LY
\\9 GENERAL [ SPINAL A ] REGIONAL EPIDURAL
\ g’\ | , @ftUC? !
DISCHARGE SRTUS
O Cured [ Discharge at Request [0 Expired < 48 hours

[0 Expired > 48 hours
[0 Post-Operative Death

W
the Consultant

Signature

§i f‘vJ'

Signature of Medical Records Officer

WU T

S.No.:5



AUTHORISATION FOR TREATMENT | PAYMENT

| hereby authorise the Administration, Medical and Nursing and Paramedical, Staf f of the Hospital Investigate treat and
administer such drugs as may be necessary and to perform such operation under anaesthesia or other wise as may be
deemed necessary and / or advisable in the diagnosis and treatment of my illness / patient
WHO IS MY v e {Relationship}.

| hereby under take to settle all the bills for hospltahsatlon charges related to mefthe patlent named overleaf on a periodic
basis. In any case, | shall pay all the dues before getting dlscharged from the hospital.

However, in case | fail to pay the charges due to the hospital as agreed above, | hereby authorise the hospital to transfer
mej/the patient to any other hospitalfinstitution for further treatment as deemed fit and proper by the hospita! authorities.

| also acknowledge having been informed if the General Rules'and Regulations of the Hospital and that all cash, jewellery
and valuables belonging to the patient or theis attendants have been removed to a place of safety / handed over to the
next of kin and | absolve the hospital of any responsibility with regard to any loss.

| have read out and explained the contents of the above to the Signatory in his vernacutar .
fdgeneg, usD 615auEHIE60 (PpHeSiLsmey QFiiu HFEFTTD QIpriigHe

BEET epeoldis psnasr TEUNSID, IDBSSIeUD, SASWIT, genemu WEsaie tmbluissT aenss / Crmunef . LMW-Q}GU’L{ OJn <t
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Grnrediée 2. deniowines adoon urub, Heos WM Gy AUNELEST wreyb LrgETtLTet B SSie wrmucGaftLer / Biddey
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O Read

{please tick the correct option above and below)

pemsmsremsdsmasemmmsmsame- === MHI/IPf2022/008
+ Patient Details (Affix Label here) :
= \Medway

s Name: D AR VErery ﬁr:;r.o

{UHD: 2504 @ LS : Heart
Egg:f ret! %.smw ' ﬂnstitute
consutan (LR | ] LSHPNEAR every heart beat count

GENERAL CONSENT FOR ADMISSION

the (¥Patientor [J Representative of patient have

[ Been explained this consent formin English, which | fully understand.

-~

| give my full consent and authorization for admission and treatment at this hospital. The proposed treatment
plan has been explained tome.

-

| consent and authorize the hospital, treating doctors, nursing, technical and paramedical staff to provide
relevant care and to conduct diagnostic as deemed necessary by the treating doctor /team.

| also consent to use of assistants such as resident doctors, other doctors, nurses, and other healthcare workers
by the hospital and treating doctor/ team.

| consentfor clinical consuitation, admission, disclosure of infermation required for clinical management (under
confidence), routine medical examination (physical examination, palpation, percussion, auscultation), routine
lab and imaging investigations, general nursing care, diet and physiotherapy assessment and counselling.

| have been explained about the proposed care plan, expected result(s), possible outcome(s) and expected
cost of treatment/ hospital stay.

| understand that the hospital will take due care of me / my patient but, that there is always a possibility of an
unexpected complication(s) which may necessitate longer stay and / or use of intensive care services. In such
cases, procedure different from those contemplated and other intervention(s) may sometimes be needed.

ldeclare that, | have and will inform the doctor of my medical history including previous ilinesses, allergies, drug
reaction(s), surgical procedure, relevant medical family history and all other facts relevant to my treatment. |
shall not hold the hospitalf doctor responsible for any consequences which may arise due to non-disclosure of
relevant information on my part.

| declare that [ have been explained about my rights and responsibilities.

| have been made aware of the rules and regulations of the hospital including those related to security and |
promise to abide by them.

I understand that in case of some unexpected event occurring during the course of my stay | may be suggested
atransfer to another hospital / healthcare organization, as considered appropriate by my treating doctor.

| understand that, drugs, consumables and devices will be charged on an ‘as actual’ basis as per the hospital
tariff. | have been informed and | understand that there can be usage of certain reprocessed items during the
course of the treatment. | also understand that only full strips of medicines shall be issued and returned. |
declare that | take full responsibility of settling the bill before leaving the hospital premises at the time of
discharge.




« l{urther declare that | have been given an opportunity to ask guestion(s) related to my admission, care plan and
proposed hospital stay, and that such questions have been answered to my satisfaction.

+ |declarethat| have received and fully understood the information provided in this consent form, that | have been
given an opportunity to ask questions relating to my admission, care plan and proposed hospital stay, and that
all my questions have been answered to my entire satisfaction and there are no misconceptions or false hopes
in my mind. [ further declare that all fields (of this form) requmng insertion or completion were filled in my

presence atthe

time of my signing this form.

+ |, the above-named Patient/ named patient’s representative, do further hereby declare that | am above 18 years
of age as on the date of signing this form, mentally sound and am giving consent without any fear, threat or false
misconception.

Signature / Thumb Impression* Name Date Time

Patient A - 1

Qb sl o Ghmbes| gt |10:]
Surrogate/Guardian o 2
(it applicable #) - M., B\m MmO (g[t et [10!3

. ﬂ mmot (Write name and relationship with patient)
Reason for Patientis ﬁnable to give consent because:
surrogate consent
Witness G ﬂ / / l o <L5
m, {4 mmu M, Hmeny, 571 (24

Interpreter

(if applicable)

* Right Hand for Males & Left Hand for Females | # Only if Patient is a minor or unable to give consent
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Every heart beat counts
{A Unit of United Alliance Healthcare Pvt Ltd)

. " ACCREDITED NABH ACCREDITED

DAY CARE DISCHARGE SUMMARY

IP No. ~ 1PH2024000135 D.O.A 1 18/01/2024
UHID I MHI202481862 D.O.P 2 18/01/2024
Name . Mr. MURUGAIYAN. A Room No. : RL
Age/Gender  50Years /MALE

Consultant  :Dr. JAISHANKAR.K MD., DM., FIAMS D.O.D  :18/01/2024

Director and Clinical Lead
Cardiology and Electrophysiology

DIAGNOSIS:
CORONARY ARTERY DISEASE
SEVERE LV DYSFUNCTION
~ SYSTEMIC HYPERTENSION
TYPE II DIABETES MELLITUS
OLD CVA- LEFT LACUNAR INFARCT (06/2023)

PROCEDURE: CORONARY ANGIOGRAM DONE ON 18.01.2024 — TRIPLE VESSEL DISEASE.

BRIEF HISTORY:

Mr. Murugaiyan. A, 50 years/ male, Presented with complaints of epigastric chest pain and shortness of
breath for 4 days . complaints of bilateral pedal edema . He was evaluated in ESIC hospital and treated
conservatively. He was advised Coronary angiogram and referred to Medway Heart Institute on 18.01.2024 for

.which he has been admitted.

No H/O fever, vomiting, diarrhea.
F.nown case of Type II diabetes mellitus, systemic hypertension on medication.

N/K/C/O CVA, Dyslipidemia and hypothyroidism.

ON EXAMINATION:

Patient Conscious, Oriented and afebrile.

PICCLE - NIL

HR - 87bpm

BP - 140/90 mmHg

SPO, - 99% in room air

CVS - S182 (+)

RS - BAE

Abdomen - Soft

CNS - NEND

#9, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024, Tel : 044 - 4310 8959 Lt

N : e o 9495194551
‘f @MedwayHospitals @medwayhospitals |} @medway-hospitals ,@medwayhospitals @ m
Medway Group of Hospitals Medway Centre of Excellence (Chennai)

Kodambakkam | Mogappair | Chengalpattu | Villupuram | Kumbakonam | Kakinada Heart Institute | Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-27426829 | 04146-242000 | 044-2473 4455 | 0884-2333367 | 044 - 43108959 044-2473 4451

E-mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2071PTC083665 MHI/H0SP/2022/118
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Every heart beat counts
(A Unit of United Alliance Healthcare Pvt Ltd)

INVESTIGATIONS:

BLOOD: Hb- 11.2gm/dl, TWBC — 7790 celis/cumm, PLT — 317000 cells/cumm, Urea —21.30mg/dl,
Creatinine — 1.06mg/dl, Na+ - 140 mmol/l, K+- 4.49 mmol/l, PT/INR - 12.2/ 1.1.

ECG: sinus tachycardia, HR — 101 bpm, BAE (+)

ECHO.. Global hypokinesia. Dilated LA, LV, Severe LV dysfunction EF — 34%.2/4 MR 2.3 mm PE, posterior to
LV No clot / PHT.

COURSE IN THE HOSPITAL:

Mr. Murugaiyan. A, 50 years/ male, underwent Coronary Angiogram by right radial access on 18.01.2024 which

,~ vealed TRIPLE VESSEL DISEASE. Post procedure was uneventful. He is advised for 1. Medical

'\“n}lanagement, 2. CABG after viability assessment. His medications are optimized and he is being discharged in
a stable clinical condition. '

ADVICE MEDICATIONS:
SIl. |NAME OF THE DRUGS WITH DOSAGE FREQUENCY ROUTE  |RELATION DURATION
NO | GENERIC NAME M A N SHIP WITH MEAL
. |TAB. ASA 75 MG 0 l - 0 ORAL AFTER FOOD TO CONTINUE
2. [TAB. CLOPILET 75 MG 0 1 0 ORAL AFTER FOOD TO CONTINUE
3. [TAB.LASIX 40MG I 0 % ORAL AFTER FOOD TO CONTINUE
4. [TAB. NITROCONTIN 2.6 MG 1 0 1 ORAL AFTER FOOD TO CONTINUE
5. [TAB. ATORVAS 20 MG 0 0 I ORAL AFTER FOOD TO CONTINUE
. 6. [TAB. ENVAS 2.5 MG Va 0 0 ORAL AFTER FOOD TO CONTINUE
7. [TAB. ALDACTONE 25 MG 1 0 0 ORAL AFTER FOOD TO CONTINUE
8. |TAB. CARDIVAS 3.125 MG 1 0 1 ORAL AFTER FOOD TO CONTINUE
9. TAB. PAN 40 MG 1 0 0 ORAL BEFORE FOOD |TO CONTINUE

+DIABETIC MEDICATIONS:

#9, 15t Main Road, United India Colony, Kodambakkam, Chennai -~ 600024, Tel : 044 - 4310 8959 ot
¥ : ' e X X w 91597 94557
f @MedwayHospitals @medwayhospitals  |[} @medway-hospitals ,@medwayhospltals @ —1300 5123003

Medway Group of Hospitals Medway Centre of Excellence (Chennai)

Kodambakkam | Mogappair | Chengalpattu | Villupuram Kumbakonam Kakinada Heart Institute Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-27426829 | 04146-242000 | 044-2473 4455 | 0884-2333367 044 - 4310 8959 044-2473 4451

E-mail ; info@medwayhospitals.com | Website : www.medwayhospitals.com [ CIN : U74300TN2011PTC0B3665 MHI/HOSP/2022/118
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Every heart beat counts
fA Unit of United Alliance Heaithcare Pvt Ltd)

DISCHARGE ADVICE
DIET LOW FAT, DIABETIC & SALT DIET.
PHYSICAL ACTIVITY AVOID STRENUOUS ACTIVITY
REVIEW REVIEW WITH CARDIOLOGIST AT ESIC HOSPITAL.
To report:

If temp > 101 'F / Difficulty in breathing / chest pain / Giddiness/ palpitations.
) Any other significant symptoms. In case of emergency Contact: Medway Hospitals @ 4310 8959.
Lo

CONSULTANT SIGNATURE

Dr. Jaishankar. K MD., DM., FIAMS

Cg{ - Director and Clinical Lead

Cardiology and Electrophysiolo
Typed by : Ezhilarasi. gy phy gy

- K. JAISHANKAR
D! Reg. No: 49448

 pBEwYepo

#9, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024. Tel : 044 - 4370 8959 et

. o 9055794557
'F@MedwayHospita[s @medwayhospitals 1N @medway-hospitals y@medwayhospitals @ m

Medway Centre of Excellence {Chennai)

Medway Group of Hospitals

Kodambakkam | Mogappair | Chengalpattu | Villupuram | Kumbakonam | Kakinada Heart Institute
044-2473 4455 | 044-26530011 ] 044-27426829 | 04146-242000 | 044-2473 4455 | 0884-2333367 044 - 4310 8959

E-mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74500TN2011PTC0B3665

Institute of Pulmonology
044-2473 4451

MHI/HOSP/2022/118
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Medway Hnspitals®

The way to better health
(A Unit of United Alliance Healthcare Pvt Ltd)

ﬂnstitute

Dr.K.JAISHANKAR Every heart beat counts

AR |
DAY CARE INITIAL ASSESSMENT FORM
Date: | &! ! [Pagime of arrival:_LD_LH_g

Vital Signs: Temp:a&LoF) | Pulse / HR:_R 4 (beats/min) | BP: { Y° ff (mmHg)
Respiration; Q;! (breaths/min) | SpO,: _9 (%) | Height: 1£9) (cms)| Weight: 82 \kgs) | BMI_2¥+ @ @ M

‘Any Language Ba;:er(:géles DN(fyes, please call Language Coordinator / Translator
o]

Allergies :[] Yes If Yes, specify:

Psychosocial Assessment:

Alcohol Intake: []Yes CLNO/ Substance Abuse: []Yes Q,No/_ Smoking: [lYes [lNo™™

Do you have any special religious, spiritual or cultural needs to be considered? []Yes [INo
If Yes, specify details:

Pain Screening
Pain: |:| Yes WScore: 4 \UD

Pain Scale used: [ ] PIPPS (28 weeks to < 38 weeks) [_]| CRIES (38 weeks - 2 months)

[J FLACC $cale (2 months - 7 years) D Wong-Baker FACES Pain Rating Scale (7 years - 12 years)

erical Rating Scale (Age more than 12 years)

Duration: . Location:

. Pain Character: __]Dull[_] Aching [_] Sharp [_] Stabbing [_] Shooting [_]Burning[_] Referred / Radiant Pain

Nutritional Screening: /
Last 3 months Appetite [l increased [ Decreased No Change

Last 3 months Weight [increased [ Decreased [ No Change

—
Fall Risk Screening for adults: (/Eﬂ@ Risk

[] Age mare than 65 years ] History of fall in last 3 months
] Walks with assistance J Any neurological problem

in case of 2 or more criteria met initiate detafled fall assessment and fall prevention protocol

Fall Risk Screening (for pediatrics)
] H/O fall in last 3 months [_] Neurological problem (vertigo, seizure, etc) [] Deranged Mobilit‘\L_,Q—NO‘Risk

In case of 2 or more criteria met initiate detailed fall assessment and fall prevention protocol

Signature Name Emp. No. Date Time

Nurse (éa AQ/_}R{I{ . DD—I{D L&( ¢ Lf),e,( 1 ‘&




Part B (to be filled by Physicians)

Chief Complaints

(‘/ij\' forr

Past Medical History

" Personal History

Significant Family History

Current Medication

Current Medication

Dose

Route

Frequégcy

Date & Time

of last dose .

To be continued during
hospital stay

\

[1Yes [1No .

\

dYes [ ]No

[JYes [ 1No

~

IYesINo

ClYes[ 1No

[]Yes []No

Yes[1No

[(lYes[ 1No

OYes [INo

OYes[INo




Clinical Examination / Investigation

O3~ 196y [l
be - o
vt~ iyo
A

Wb, — 9| oo

CooectOng.

L ob

Besto logy ~ M'Q?MIQ"‘

Provisional Diagnosis

A0

Plan of Care (including Investigations Crdered)

(Cga.

Doctor’s Signature 9/ Name 99A.. 4 "d;z)/

Reg. No.

- &P \
L ol Da‘%]\bﬁ

Timesp 3 @
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Dr.K.JAISHANKAR Institute

DOCTOR'S PROGRESS NOTES
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! 50/ Male/ MHI202481862
Department Of'Dietetics -- ve -E 1870172024 /1PH20240001 35
. ) +  Dr.KJAISHANKAR
NUTRITION'ASSESSMENT AND CARE PLAN FORM - & [[TIIMI RN IBIES W

l?liagncnslsr\n (\}TQJ-)M /-&“’TN/ C.Q—D _3\{‘({ . SR
He:ght‘. Smcl‘ LM Welght:, Aceinernenn Kgf . Food aIIergIes Yes o;‘ifye‘s, speclfy..... sesssenies aactmien : = j\
Rehglous Bellefs; | O Vegeta‘ri’an " M\regetarlan' [ Eggetarian’ O Jain : i
Diet Prescriptiun —

Rt le

LY -
. ) SRR Dlab&icd.uﬂ:
) 4 P A v oo -
€3] Patiant’s related Medical History *
1} Welght Change {ovefall change In past 6 months) A R Vo e
21,/ [=]] [=F) Os Os
“| Howalght crariges | <s%- vt 5. 10%' rovir oy 10% 15% >15%
g
- . . . . 4
2 Diewrylntake | Dumdogi, 4¢ &t 1 - ¢ o 1 Vo, Vo
",E’T O:2 O3 , =K Os
Oral No change Sub - optimal Ful [lquid diet/ . - Rypo - caloric Stwvation
sofld diet moderate ) AR gudd diet. .
overall decrease N
Enteral/ Adequate f Sub = optimal tadagquate Typo - calpric Stanaton
Parenteral Excessive feeds
Nutrition
7 P _I-'r dan:® t . | . .o, IR
L
= [=P) a» 0 Os
vy Nalymploms -t -y | Hausea . ’ Vomhing / . . Dlrrhosa stvers anorexid
. _ - LN moderate &1 ' ' 1. W
N I . Symprams )
1 ] Funciona) Capaity (Nutrifion Telated functonal mbairmed) 1_3 LV At e T r
217 - Oz Oa O DOs
/ Kane fimproved DiMcuity with DiMcuity with Light activity Bedy thalr-
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Mr.MURUGATYAN A ) MHI/NUR/2022/111

(’ : 50/ Mule/ MHI202481862 P Medway
u o : 18/01/2024 /1pH20240001 35 H eart
ital | DL.KJAISHANKAR . :
g ol Y 1T T e oo ot e
PATIENT TRANSFER FORM DIAGNOSTICS / PROCEDURES
Diagnosis: To Pl , RHTN} eaHp Allergies if any: M'CDQ
From (Area) To (Area) Date Time Reason for Transfer / Name of Procedure
R cocth fach. <] t&fthy U116 ep oy

Method of Transfer: [] On Bed mheelchair (10n Stretcher
ASSESSMENT OF PATIENT: Q/
General condition of Patient: Conscious [ Semi-conscious [] Un-conscious
Language Barrier: [] Yes m If Yes, specify:
Fall Risk Category: (]Low RESW;SK [] High Risk
Vital Signs (to be documented at the time of shifting):
Temp (°F) RR (breaths/min) Pulse (beats/min) Sp0, (%) BP (mmHg) Pain Score

2e-b >0 o7 180 (& E| ofyp

T

Pain Scale used: []PIPPS (28 weeks to < 38 weeks) [_ICRIES (38 weeks - 2 months)

OF Scale (2 months - 7 years) [1Wong-Baker FACES Pain Rating Scale (7 years - 12 years)
umerical Rating Scale {>12 years) (] CPOT (ventilator / comatose)

Any pre-medication given: —
Any critical information: "‘
Any specific recommendation: -
Signature_ Name Emp. No. Date Time
Handover by Doie, otss_ |lefity g
Fandsdoverto| G5 T Decints 0277 il 00
7= ' ,

]
After Procedure: o
Procedure completed: Yes [ Yes | Any critical information: |V ,

Vital Signs (to be documented at the time of shifting):
Temp (°F) RR (breaths/min) Pulse {beats/min) SpO, (%) BP (mmHg) Pain Score

ag"C | 20 prlmt- g2 biml= | loov. | 120[8sterd Vo

Pain Scale used: []PIPPS (28 weeks to < 38 weeks) [1CRIES (38 weeks - 2 months)
L] ELACC Scale (2 months - 7 years) L1Wong-Baker FACES Pain Rating Scale (7 years - 12 years)

Numerical Rating Scale (>12 years)[_] CPOT (ventilator / comatose)

Signature Name Emp. No. Date Time
Handover by MQL VMA}I/E .G 0237 fﬁ///z“? J4.30
Handed over to / (i_,\ M‘E& o(% Blely  J1ome




( MHI/CRD/2022/026

) - Hedway
® ( " Heart
Medway Hospitals ﬂ nstitute

M A = 3 . '
T.MURUGAIYAN A Every heart beat, counts

50/ Male/ MHI202481862
18/01/2024/15120240001 35 CONSENT FOR CORONARY ANGIOGRAM /
CORONARY AN GIOPLASTY

Dr.K.JAISHANKAR

VR

COND[T ON AND PROCEDURE
Dr'c_.)'&‘-&&": bmrl}rs explamed that I have the followmg condition:

Fat (cholesterol) and calc1um can build up in the artenes like rust in old prpes It can stop the ﬂow of blood to the heart. This can
cause angina or a heart attack The CorouaryAnglography [procedure is performed to show up the amount of disease in the coronary
artenes the blood vessels that supply the heart with bleed After an injection of local anaesthettc a fine tube (catheter) is put into the
artery in the groin‘hand. The tube is carefully passed 1pto each coronary artery in turn. A series of video pictures are taken using x-
rays and an iodine containing contrast medium (x-ray dye). The contrast medlum may be injected into the main pumping chamber of
the beart (leﬁ veutncle) Tl’llS helps us to find out whether you haye any narrowmg or blockage of your coronary arteries. The doctor
can then tell youwhich treatrnent is best for youafter carefully studymg and dlscussmg your pictures. This may be an operation such
as a coronary by -pass or a procedure ealled au angroplasty (the arteries are widened using a small sausage shaped balloon).
Sometnnes drugs alone may be asuitable optron

RISKS OF THIS PROCEDURE
The risk of coronary anglography depends on: o )

(i)The nature of coronary artery disease (ii)The pumping status of the heart (iii) Your age and general health
These are some of the more serlous risks that can happen, but are not the only risks:

?(lellllﬂlt';;a)n i in 10,000 (2) skin injury from radiation, causing, reddening of the skin

1in 1000 people (0. 901%) (b) A stroke. This can cause paralysis and long term disability

(c) Heart attack. ,

(d) A dangerous reaction to the x-ray contrast medium (dye) If this happens,
you may have severe reactions such as asthma, shock and convulsions.
Death i m extremely rare cases about 1 in 2,50,000 to 4,00,000 injections

(e) Need for major surgery to the leg at the puncture site.

M, Need for emergency heart surgery or angioplasty.

(g) A hlgher lifetime risk from x-ray exposure.

. (h) Death

1 ixt 100 people (0.01%) (Dthe heart may not beat in a proper rhythm which wdl need urgent treatment

6)) Surgtcal repa1r of the groin puncture site. This may need a longer stay in
hospltal

(k) Minor reaction to contrast medium such as hives.

(1) Loss/impairment of kidney function due to the contrast medium

1in 20 people (0.05%) (m) Major bruising or swelling at the groin punture site

Most People (n) Minor bruising
PATIENT CONSENT;
P acknowledge that Dr ....¢ J 08 o A QL? s explained my medical condition and the proposed procedure. I understand the
risks of the procedure, the anaesthettc lncludmg the nsks that are specific to me and the likely outcomes if complications occur. The

Doctor has explained other relevant treatment optlons their risks and my right to refuse the treatment . He has explained my
prognosis and the risks of not having the procedure I have been explained that some reprocessed items might be used once its
sterility and integrity is confirmed. I wasableto ask questrons and raise concerns with the doctor about my condition, the procedure
and its risks, and my lrealment options. My questtons and converns have been discussed and answered to my satisfaction. I
understand that in the unllkely event of comphcatrons I Jmay require a blood transfusion, an additional procedure or surgery. The
doctor has explained to me that if immediate llfe-lthreatenmg events happen during the procedure, they will be treated accordingly. I
understand thatno guarantee hasbeen made that the procedure will improve the condition.

On the basis of the above statements,

I REQUEST TO HAVE THE PROCEDURE

Signature Name Date Time
Wit | (()P@weer| g @@w&c«k@f telt]oy | 102 o
witness . P Qﬂ’)ﬂ?l& D’;‘W‘?CL l,GlllO m\ [l‘ﬁ) L BO
Doctor & 399, op }mermzrk IR] log g+
Interpreter v ’
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(A Unit of United Alliance Healthcarg Pyt Lid) Fvery heart beat counts
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E Patient Details (Affix Label here) :
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- Every heart beat counts

CORONARY ANGIOGRAM REP(blﬂ;iof United Alliance Healthcare Pyt Ltd)

PATIENT NAME : Mr, MURUGAIYAN. A UHID : MHI202481862

AGE/GENDER  :50Years /MALE IP NO : IPH2024000135

CONSULTANT : Dr. Jaishankar, K MD., DM., FIAMS D.0O.A : 18.01.2024
Director and Clinical Lead D.O.P : 18.01.2024

Cardiology and Electrophysiology

CATH DATE 18.01.2024 DONE BY DR. JAISHANKAR
CATHNO 3619 ASSISTED BY SN. SATHYA
CATH DURATION 5 MINS TECHNICIAN MR. TAMIL
HEIGHT 159CMS PHYSICIAN ASSISTANT MS, SHALINI
WEIGHT 62KGS

CLINICAL DIAGNOSIS: CORONARY ARTERY DISEASE, SEVERE LV DYSFUNCTION,
SYSTEMIC HYPERTENSION, TYPE II DIABETES MELLITUS, OLD CVA- LEFT LACUNAR
INFARCT (06/2023)

CATHETERIZATION PROCEDURE: AFTER OBTAINING INFORMED CONSENT, PATIENT WAS
BROUGHT TO THE CATH LAB. UNDER SAP, PROCEDURE DONE BY USING 2% XYLOCAINE AS
LOCAL ANAESTHESIA AND SELDINGER TECHNIQUE.

APPROACH . ¢ RIGHT RADIAL ARTERY
SHEATH : 5FR
CATHETER ' : SFRTIG
CONTRAST MATERIAL: NON- IONIC, CONTRAPAQUE
MEDICATIONS : Inj. Heparin 2500 1U

. COMMENTS:

LMCA - NORMAL. BIFURCATES INTO LAD AND LCX. LM HAS PLAQUES.

LAD - TYPE Il VESSEL AND GIVES RISE TO 4 DIAGONALS AND SEPTALS. PROXIMAL LAD
HAS LUMINAL [RREGULARITIES. MID LAD HAS LONG SEGMENT DISEASE OF MAXIMUM
80-90% SEVERITY. DISTAL LAD HAS MYOCARDIAL BRIDGING AND NON FLOW LIMITING
DISEASE. FIRST DIAGONAL IS A MAJOR VESSEL WHICH HAS 70-80% OSTIO PROXIMAL
DISEASE.

LCX - NON-DOMINANT AND GIVES RISE TO OMs. OSTIAL LCX HAS 40-50% DISEASE.
PROXIMAL LCX HAS NON FLOW LIMITING DISEASE. LCX AFTER OMI1 HAS LONG
SEGMENT CTO.OM2 AND DISTAL LCX SEEN FILLING RETROGRADELY THROUGH HOMO
AND HETERO COLLATERALS (RENTROP GRADE 1)

#9, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024. Tel : 044 - 4310 8959 PATIENT
: . SN 96557 94557

'f @MedwayHospitals @ {@medwayhospitals in @medway-hospitals ’@medwayhospitals @ 1800572 3003

Medway Group of Hospitals Medway Centre of Excellence (Chennai)

Kodambakkam | Mogappair | Chengalpattu | Viillupuram Kumbakonam Kakinada Heart Institute Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-27426829 | 04146-242000 | 044-2473 4455 | 0884-2333367 044 - 43108959 044-2473 4451

E-mail ; info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MHI/HOSP/2022/118
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Heart

MINANT AND GIVES RISE TO PDA. AND PLV BRANCHES. Ppéximat Rod tie
TOTALLY OCCLUDED .DISTAL RCA,PDA & PLV ARE SEEN ELLLING, RETROGRADELY

counts
THROUGH HOMO AND HETERO COLLATERALS. (A Unit of United Alliance Healthcare Pvt Ltd)

RIMA-NORMAL

IMPRESSION:

TRIPLE VESSEL DISEASE
SEVERE LV DYSFUNCTION
RIGHT DOMINANT SYSTEM

PLAN:

L 1. OPTIMAL MEDICAL MANAGEMENT
2. CABG AFTER VIABILITY ASSESSMENT

CONSU%&NT SIGNATURE

Dr. Jaishankar, K MD., DM., FIAMS
i %;/ Director and Clinical Lead
Cardiology and Electrophysiology

To visit at www.medwavhospitals.com

#9; 1st Main Road, United India Colony, Kodambakkam, .Chennai - 600024. Tel : 044 - 4310 8959 o
' N oo 98557194551
f @MedwayHospitals {@medwayhospitals |} @medway-hospitals y @medwayhospitals & 18005723003

Medway Group of Hospitals Medway Centre of Excellence (Chennai)

Kodarnbakkam | Mogappair | Chengalpattu | Villupuram | Kumbakonam Kakinada Heart Institute Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-27426829 | 04146-242000 | 044-2473 4455 | 0884-2333367 044 - 4310 8959 044-2473 4451

E-mail : infe@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MHI/HOSP/2022/118
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Medway Hnspitals®

The way to better health
{A Unit of Unitad Allance Healtheare Pyt Lid)

CAG

Name of the Procedure ;

Dr

Adapted from WHO Safe

SAFE PROCEDURE CHECKLIS

Surgery Cheddi;i )

catt tah 2

Location :

Date & Time : \?/I/QJ*

Does the Procedure involve Procedural Sedation : [] Yes

No

Mr.MURUGMYAN A

50/ Male
m— g;01/2024/IPH20

K JAISHANKAR

uu\\u\mm\\m\\i\\\mnmn\'».um

/MH1202481862
24000135

UL

MHI!OTﬁ.ozzfoae

VA Medwayg

\ Heart
4

Institute
Every heart heat counts

PATIENT LABEL

SIGNIN { .\ H O
Before Induction of Procedural Sedation

TIMEOUT |/ . XD
After procedural Sedation and before procedure

SIGNOUT 12 «

When Doctor indicafes that the Procedure is completed

(Anaesthetist f Qualified Physician administering Pracedural
Sedation + Nurse + Technician + Doctor performing the pracedure)

{Anaesthetist or Qualified Physician administering Procedural Sedation + Nurse + Technician + Doctor

performing the Procedure

Patient Confirmation All team members introduce themselves by Name and Role To be dong for each procedure in case of multiple
procedures o
Identity by two identifiers FlYes Identity by two identifiers fDYy ' Name of the Procedure done written down ElYes
o
Procedure Yes Pracedures (3 Fn T Yes_— Name and site of all specimens / investigations [ Yes{JNA
. : r confirms labeling and sent to lab
Side 2Rt Ol ONA - [ Sde 2L D ffaf au,f—g\—(j W(A ErRt  OILt CINA g
Expected Blood loss
_ P = ny e Id
Consent FYes Position QU ine, ETYE}/ Any recovery concems : OYes one
Known Allergy OYes CNo Consent ! %eg If Yes, Pis. specify :
if yes, plaese specify Required equipment and implants available Yes [JNA
Difficult airway / aspiration risk c/t’_‘l' No [ Yes, equipmeni| Essential Imaging displayed es [INA—
! dentures and gseistance available | Antibiotic prophylaxis within last 60 minutes [1Yes ZfNA
Possibility of hypothermia £INo [] Yes, wamerinplace | Name of the Antibiotic given Any Equipment / instrument problem that needs to be
Vi : - - addressed : O Yes (ONone
enous Thrombosmbolism Prophylaxis Provided OYes FINA

If Yes, Pls. specify :

All concemad-dnesthesia squipment and medication check complete | Anticipated duration briefed /E]’ Yes
Osm2 0O ers pls. specity_E={_(n Anticipated blood loss briefed sz@s/,am /
Pre OP medifation taken OYes W | Adequate fluids and blood available | Yes CINA
Team briefed on any critical or unexpected steps 5 Corrective action :
Required equipment for P)(e/s CONA For procedural sedalion cases
procedure available A Any palient specific concerns : L TVes FIN
Intra procedure glycernic conirol [1Yes £TNA -
Any concerns about sterility [1Yes [|MNemE
Anaesthetist / D Doctor performing the Nurse: B/ A Technician : MY )Qa_rr) Others Please Sp
Procedura Procedure : % h;'gli SO0
?ate: _I??te: [E?}J /9—11’ O]qu{] _II?‘ate: }ré’/)/g_;_f ?late: f.é?/[/_‘li_’. ?ate:
ime : Y : : ime :
‘ ime: |2, io ime: Jo . /g ime 120
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e wa b r frea i
(i i e e AL Procedure Monitoring Sheet (Cath Lab) Fvery heart feat counts
' Mr.MURUGAIYAN A
Patient Name :  50/Male/M11202481362 Age/Sex: B I (q)
18/01/2024, t+H2024000125 '
UHID /1P : Dr.K.JAISHANKAR Ward Unit : Rr_
consarantsNOVSMNIRY | Disgnosis: @& | Serva_ L DpFun®
Pre Procedure Checklist (Please tick appropriately — To be filled by the Ward Nurse)
PARAMETERS YES NO NA
Vital signs : BP#.pEkb’Temp Al puise: &7 RR:...2©. sP02: &

Urine voided

Bowel preparation

A

Pre-procedure medication administered

Procedure site marked

Skin preparation done

NPO ? 1% 3opm c;mwclc«—q
¢

’

<N\

Loose Tooth removed

Contact lenses / Eye glasses removed

Prosthesis present

VI

Jewellery/Nail polish removed o

Checked for Allergies (Drug / food) \_/

IV line/In-situ : v

Consent taken . / P
(e

Investigation reports / Documents received , Jf

AN
. Signature of Nurse : v Date & Time : \\\ NN
‘%w A \ D
Z

Intra — Procedural Record (To be filled by the Cath Lab Nurse)

Time HR / min RR / min BP mmHg Sp02% Medication / Remarks Sig'rl.\ of Nurse

9 s o2 bimlb] -2.6bvimf l20/tsles) | oo, S o1t
19,00 | &8 bk | onbded— | 122)by (&) | Jpo v (Pronse

- - ﬂWP@fA g@}' Sivion —— <

T

—_—

—




Post Procedure Follow Up Data (to be filled by the doctor)
Time : 12,15 Route : R4 Paa(;af rmJ—PIiﬁJJ X !}’D}de%
Complication : £/] ?
BP: /2.2/54 53) _mmHg, HR:___ £3 b’HmL ,RR:_ 90 ZaIme- , Sp02: e Y.
%%tal Pﬂf!se F:P,L/“ , Puncture Site: _\/» H@Wﬁ s }LQ}WVQ

Advise:

Shift To: Ward / ICU /?—L
Bed rest up to b hours
Observe puncture site for bleeding

=

Watch for Pulse in E artery.
Diet P et

Inform Duty Medical Officer SOS
a) If patient complains of any Discomfort
b) if dressing is Loose or Socked with Blood

¢) If limbs are Cold / Absent E’uzse / '
¢ Remove, essing on Iq[f N at_ 11940 AM /PM after informing

to the consultant. .
4 Special instruction if any: w’f}

> > >

L 4

Name & Si atyt}r' of Consultant

POST PROCEDURE OBSERVATION
Date &Tme| BP |[HR|RR| Sp02% Site Evaluation Extremity Status Remarks Sign. of Nurse
Q/\Y />
L~
2

. el

Nurses Notes :

)DWC@LMG/ A6 d@ne &F @wﬁaaj attery
SheakH  remeved. #W P/(Q—Jf@r bou};{aﬁ/od afpéecf

Condition at the end of procedure : Stable [] Critical

Patient shift to : [] rRecovery Room [ | Patient Room [ ] CCU Other &l
Name & Signature of the Nurse : o Date & Time: 78///2,4@

%%? - (5/ 12:30
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“Mr.MURUGAIYAN A
50/ Mule/ MHI202431362
15701 /2024 IPH2024000! 35

Dr SHANKAR
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MHI/NUR/2022/045

Medway

eart
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Every heart beat counts

Date:

2y

Time:

(
4]

)
¢ [ &

SENSORY
PERCEPTION
ability to respond
meaning-fully to
pressure-related
discomfort

1. Completely Limited

Unresponsive (does not moan, flinch,or
grasp) to painful stimuli, due to diminished
level of consciousness or sedation OR
limited ability to feel pain over most of body

2, Very Limited

Responds only to painful stimuli. Cannot
communicate discomfort except by
moaning or restlessness OR has a
sensary impairment which limits the ability
to feel pain or discomfort over 1/2 of body

3. Slightly Limited

Responds to verbal commands, but
cannot always communicate discomfort
or the need to be turned OR had some
sensory impairment which limits ability to
fesl pain ordiscomfortin 1 or 2 extremities

ent
Responds tonverbal
commands. Has no sensory
deficit which would limit
ability to feel or voice pain or
discomfort

MOISTURE
degree to which
skin is exposed

1. Constantly Moist

Skin is kept moist almost constantly by
perspiration, urine etc. Dampness Is
detected every time patient is moved or

2. Very Moist
Skin is often, but not always moist. Linen
must be changed at least once a shift

3. Occasionally Moist

Skin i asionally moist, requiring an
extra linen change approximately once a
day

4, Rarely Moist

Skin is usually dry, linen only
requires changing at routine
intervals

to moisture turned

1. Bedfast 2. Chairfast 3. Walks Occasionally 4. Walks Frequently
ACTIVITY Confined to bed Ability to walk severely limited or non- | Walks-aecasionally during day, butfor very { Walks outside room at least
degree of existent. Cannot bear own weight and /or | short distances, with or without | twice a day and inside room

physical activity

must be assisted into chair or wheelchair

assistance. Spends majority of each shift
inbed ar chair

at[east once every two hours
during waking hours

MOBILITY

ability to change
and control body
position

1. Completely Inmobile
Does not make even slight changes in body
or extremity position without assistance

2.Very Limited
Makes occastonal slight changes in body
or extremity position but unable to make
frequent or signiticant changes
independently

3. Slight Limited -
Makes frequent through slight changes in
body or extremity position independently

| 4. MNe-thmitation

Makes major and frequent
changes in position without
assistance

le [\ [W |

NUTRITION
usual food
intake pattern

1.Very Poor

Never eats a complete meal, Rarely eats
more than any food offerad. Eats 2 servings
orless of protein{meat or dairy products) per
day. Takes fluids poorly. Does not take a
liquid dietary supplement OR Is NPO and / or
maintained an clear liquids or 1V's for more
thanSdays

2. Probably Inadequate
Rarely eats a cormplete meal and generally

3. Adequate
Eats over half of most meals. Eats a total of

eats anly about 2 of any food offered.eServings of protein (meat, diary

Protein intake includes only 3 servings of
meat or diary products per day.
Occasionally will take a dietary
supplement

products) per day. Occasionally will refuse
a meal, but will usually take a supplement
when offered OR Is on a tube feeding or
TPN regimen which probably meets most

4.Excellent

Eats most of every meal.
Never refuses a meal.
Usually eats a total of 4 or
more servings of meat and
diary products. Occasionally
eats between meals. Does

of nutritional needs

not require supplementation

FRICTION
& SHEAR

1.Problem

Requires moderate to maximum assistance
in moving, Complete lifting without sliding
against sheets is impossible. Frequently
slides down in bed or chair, requiring
frequent re-positioning with maximum
assistance. Spasticity, contractures or
agitation leads to almost constant friction

2, Potential Problem

Moves feebly or requires minimum
assistance. During a move skin probably
slides to some extent against sheets,
chair, restraints or other devices.
Maintains relatively good paosition in chair
or bed most of the time but occasionally
slides down

or chair

3.NoA rent Problem
Mov€s in bed and in chair independently and has sufficient muscle
rength to lift up completely during move. Maintains good position in bed

TOTAL SCORE

Initial & Emp. No. |
of Staff Nurse:

Score Interpretation: Minimal Risk: 23 - 19; At Risk | Mild Risk: 18 - 15; Moderate Risk: 14 - 13; High Risk: 12 - 10; Severe Risk: 9- 6

Initial & Emp. No.
of Sr. Staff Nurse:

IS8 o | W
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E M1 MURUGAIYAN A
: 50/ Male/ MHI202481862

v 1870172024 /12H2024000135
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Heart
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.' Every heart heat counts
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Pain Character Staff Initial | Senior Staft
Date & Pain |\ achy, sharp, stabbing, shooting, | Duration| Location / Site Interventions &Em mNz Initial &
N Nfe | Score | burning, referred / radiant pain) P: Emp. -No.
/

\\
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; Pain Character winl | Senior Staff
Da.te &| Pain {dull, achy, sharp, stabbing, shooting, | Duration | Location / Site Interventions gt;ﬂ Imlﬂal Initial &
Time | Score|" burning, referred / radiant pain) mp. No. Emp. No.
/}
/
PAIN SCALES , '
PIPPS 6 or less = Minimal to no pain

{28 weeks to < 38 weeks)

7 =12 = Mild pain - Provide comfort measures
>12 = Moderate to severe pain - Pharmocological intervention

CRIES The CRIES scale is used for infants > than or = 38 weeks of gestation. A maximal score of 10 is possible. [f the CRIES score Is > 4,
(38 weeks - 2 months) further pain assessment should be undertaken, and analgesic administration is indicated for a score of 6 or higher.
FLACC Scale

{2 months - 7 years)

0: Relaxed & comfortable, 1-3: Mild discomfort, 4-6: Moderate discomfort, 7-10: Severe discomfort / pain / both
C

umerical Rating Scale (age more than 12 years)

3
s

o~ —
o — N e\
@) (@) (o) (85 (%) (& T T
Wong-Baker FACES ./ —— e —_ PN Fa | 1 | I | | | | I 1
Pain Rating Scale 1 2 3 4 5 6 7 8 a9 10
(7 years - 12 years) 0 2 4 6 8 10
No Hurts Hurts Litile Hurts Hurts Hurts L ? f ? f *
Hurt Littis Bit More Evan More Whels Lot Worst None Mitd Moderate Severe

Critical care Pain
Observatlon Tool (CPOT)
. (vehtilator / comatose)

FACIAL EXPRESSION: 0 - Retaxed, Neutral, 1 - Tense, 2 - Grimacing

BODY MOVEMENTS: 0 - Absence of movements or normal position, 1 - Protection, 2 - Restlessness / Agitation

COMPLIANCE WITH VENTILATION (intubated patients): O - Tolerating Ventilator or Movement , 1 - Coughing but tolerating, 2 - Fighting ventilator (or)
VOCALIZATION (non-intubated patients): 0 - Talking on normat tone or no sound, 1 - Sighing, Moaning, 2 - Crying out, sobbing

MUSCLE TENSION: 0 - Relaxed, 1 - Tense, Rigid, 2 - Very Tense, Rigid

TOTAL SCORE: 0 - 2; No Pain; 3 - 4: Moderate Pain; 5 - 8: Severe Pain

Non-pharmacological
Interventions

Distraction: A - Relaxation-conducive environment; B - TV; C - Music; D - Physical and mental exercisers

Cutaneous Stimulation and massage: E - Positioning; F - Rubbing / Massage the skin

Thermal Therapies {no longer than 15 to 20 minutes): G - Cold application; H - Hot application; | - Shortwave diathermy .

Transcutaneous electrical nerve stimulation {TENS). J - Interferntial therapy | Psycho-soclal therapy/counselling: K - Individual Counseling; L - Family counseling

Pharmacological Interventions as per doctor’s prescription
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DVT RISK ASSESSMENT

Assign a score of 1 if (YES) in parameter nos. 1 to 9, and a‘ssign a score of -2 if (YES) in parameter no. 10

Mr.MURUGAIYAN A
50/ Male/ MHI202481862
18/01 /2024 /19H2024000135

MHI/NUR/2022/047

Q;?l Medway

eart

[nstitute

Every heart heat counts

Date
Time

B\ )

Yo YV

S. No.

PARAMETERS

Active cancer (on-going treatment or diagnosed

T [ within6 months or palliative care) (O
Bedridden recently >3 days or major surgery

2 within four weeks /O
Calf swelling >3 cm compared with asymptomatic

3 |side, measured at 10 cm below tibial tubercle /O
{Assess for both legs)

a Collateral (nonvaricose) superficial veins present
(Assess for both legs) /CD

5 |Entirelegswollen (Assess for bothlegs) A~

y

6 Localized tenderness along the deep venous
system (Assess for both [egs) @

7 Pitting edema, greater in the symptomatic leg
(Assess for both legs) /O

8 Paralysis, paresis, or recent plaster immobilization
ofthe lower extremity (Assess for both legs) /@

T

9 | Previously documented DVT (Assess for both legs)
Alternative diagnosis to DVT as likely or more likely /
(Assess for both legs) / Co-morbidity like ESLD /
Renal disease, Renal failure, CCF Cellulitis

10 | (commonly mistaken as DVT), Dependent (stasis)

oedema, Lymphatic obstruction. Septic arthritis,
Cirrhosls, Nephratic syndrome, Calf muscle tear ar
strain, Haematoma (collection of bloed) in the
muscle, Sprain or rupture of aleg tendon, Fracture.

FINAL SCORE Vo)
Low Risk: -2 to 0 | Moderate Risk: 1to 2 | High Risk: 3to 8 MW
. dYes (OYes | OYes | OYes | OYes | (IYes
DVT prophylaxis started _Q,NO) %:ﬁ’s e o o | o | o

Signature & Emp. No. of RN

Signature & Emp. No. of Sr. RN
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MODIFIED MORSE FALL RISK ASSESSMENT CHART

Mr.MURUGAIYAN A
. 50/Muic/ MHI202481862
18/01/202417H2024000135

Dr.K.JAISHANKAR

I A AR

MHINUR/2022/046

A Medway)

Heart

/Tnstitute

Where heart eat DCVEr SEOpd...

= _ | Date
Variables Time 6) ‘ b‘ \‘Q\tt\:"’
1o s
History of falling No m (m 0 | 0 0 0 0 0
(immediate or within 6 months) Yes | 25 | »€ | 25 | 25 95 25 25 25 o5
Secondary diagnosis No 0 0_ 0 0 0 0 0 0 0
(= 2 medical diagnosis) Yes ﬁas‘) (As)] 15 | 15 [ 15 [ 15 [ 15 | 15 | 15
Intravenous Therapy / No |'R \Jg 0 0 0 0 0 ] 0
Heparin Lock / Tubes Insitu Yes @) | /’2} ] 20° | 20 20 20 20 20 20
AMBULATORY AID
None / Bed Rest / Nurse Assist /(5\) 0 0 o 0 0 0 0 ]
Crutches / Cane / Walker 15 [+ [ 15 15 15 15 15 15 15
Furniture 30 ‘30 30 30 30 30 30 30 ao
GAIT
Normal / Bed Rest / Wheel Chair @ 0 0 0 0 0 0 0 0
Weak 10 [0 [ 10 | 10 | 10 10 | 16 | 10 10
Impaired 20 20 20 20 20 20 20 20 20
MENTAL STATUS
Oriented to own stability [a m 0 0 0 0 0 0 0
Overestimated or forgets limitations \1€ ’\:115 15 15 15 15 15 15 15
MEDICATIONS
Includes PCA / opiates, diuretics, - . :
laxatives, hypnotics, sedatives, No 0 2 0 0 0 0 0 0 0
immunosuppresent, anticonvulsants, | yag 15 15 15 15 15 15 15
anti-hypertensives, hypoglycemics
and psychotropics '
Total Score 50
Low Risk (0 - 24) -
Medium Risk (25 - 44)
High Risk (45 or above) t/’-’/;
Signature & Emp. No. of RN %;@
ﬂ -
Signature & Emp. No. of Sr. RN /@g‘/ E@D/

) E) - 24: Low. Risk; 25 - 44: Mediurn Risk; 45 or above: High Risk




“INTERVENTIONS Date

Tick as per the Risk Score = .. T Time K

s |
[ omtr

-

"

Low Risk Interventions (0 - 24)
Familiarize the patient with the immediate surroundings

]

Remind the patientto use call bell before getting outof bed -

Keep the two side rails in the raised position at ali times for
all patients regardless ofage- -, -..

Keep the cdll bell, bedside table, water, glasses within the
patient's easy reach

\[\ \\

]

Fiemove EXCESS equtpment or furmture to,make a-clear’
path |

.3
r

Keep thepatient's bed in the low posmon at atl tifes except i
during procedure :

Teach fall- preventlon technlques such as sﬂtmg up. for a
momentbefore rising fromthe bed v e e

Bedwheel§shouldbelocked >~ | - ' &

Encourage family participationin the patient's care |

\\ R \

TR RPN sl

Ensurethat floor of the bathroom is dry and not slippery ~ -

Review medications for potential side’ effects that can’|
promotefalls Con .- g

Use safety belts during movementin wheelchalr

The patrents are not ambulated bythemselves They are to
be ambulated only with assistance | |

S

=1 e = ¥, 44

Applyallthelow riskinterventions ‘

r
1

A N \ AN

)

Tie yellow fall risk tag in the bed and Whee] chair/ Stretcher

Make sure that proper transfer- precautlc_)ns are instituted-
for heavy or debilitated patlents in a bed or wheel chair or
onatoilet seat

!

\ f\

LR

TN
N\

Use restraints and bed monitors as brdered by the doctor

D] )

Allowihe patientto ambulate only with assistance’ . **

N

ConS|der peak effects of the medications that effects level.
of consmousness gait and ellmlnatlon when planmng
patientscarg~ | - - - = = crereene = - oo

\ Sh

Do not leave patients unattended in dtagnoshc or
treatment areas -

Accompany the patlentwhlle doingito bathroom

Advice the patient to use.grab bars near the toilet, bathtub,
and shower '

REE

Make sure the famrly and other V|S|tors understand the
restrictions mentioned above .

T

1
'
}

\
g

High-risk interventions (45 orabovc)

Apply all the low and medium risk interventions !

'R

Tieredfall risk tag in the bed, wheel chair and stretcher

Locate the high-risk patients in a room close to the nurses'

station-t-- -~ - - S SO

,\ \ A

T
'
]

Answer'these patients call bells as duickly as posmblei

Provide a coifimode at bedside (if appropriate)

Urinal/bedpan should be within easy reach (if appropriate)

-~

Encourage famrly members or other visitors to stay with
them ¢ . . i o -

If appropriate, con3|der using protectuon dewces safety
belts ar e e e et e e D

'Signature & Emp. No. of RN

%%‘)2‘\ }' Py

Signature & Emp. No. of Sr.’'RN ::

S DS




Registration No
Age

¥ Numiber

Bili No

Ward Name

MEDWAY HOS TFALS

~ODAMBARKKAM {BEART)

# 9, 1st Main Road, United India Colony , Kodambakkam, Chennai,

MEI202481862

7 Tamilnadu, India =~ " T
044-2473 4455

carefmmedwayhospitals.com

Paiient Name : MURUGAIYAN A
S0 Gender . Male
MMH/HM/IPH20240C00135 Discharge Date . 18/01/2G24 4:36:00PM
MMH/HM/IPH202400132 Bill Date - 18/01/2024 4:35:08PM
RADIAL LOUNGE Bed Wame : RL-4




